Young women who undergo lung transplantation may regain normal fertility and become pregnant. Currently, little is known about the outcome of pregnancy after lung transplantation. We present a case of pregnancy after bilateral lung transplantation complicated by acute and chronic allograft rejection, resulting in irreversible loss of lung function. (CHEST 1996; 110:293-96) Over the last decade, lung transplantation has become a '-viable option for patients with end-stage lung disease. Due to the relatively small number of lung transplants done nationally, little experience has been gained in the outcome and management of pregnancies in the post-lung transplant patient, and little published data exist to assist the patient's physician regarding issues related to pregnancy after lung transplantation. The vast majority of information on pregnancy after transplantation comes from renal allograft recipients,'14 including one review of more than 2,000 cases.5
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Analysis of these pregnancies reveals a higher incidence of prematurity and low-birth-weight infants. Maternal effects include a substantial risk for the development of new hypertension, preeclampsia, or a permanent deterioration in renal graft function. There has been little evidence, however, for an increased incidence of acute rejection in these patients. Despite these complications, 92% of pregnancies that proceed beyond the first trimester end successfully. Much less experience has accumulated in pregnancies after liver or heart transplantation, although similar outcoimes have been observed in these patients.
Although these aforementioned results suggest that pregnancy after solid organ transplantation is associated with reasonably good maternal and fetal outcomes, we describe a patient who underwent double lung transplantation and subsequently became pregnant with a course notable for severe obliterative bronchiolitis (OB LFT results. One of these three patients was found to have acute graft rejection on liver biopsy specimen. During the early postpartum period, however, 10 of 29 patients developed a moderate elevation in LFT results. Three of these patients underwent liver biopsy, with none showing acute rejection. Four others were treated empirically for rejection with steroid boluses, resulting in immediate improvement in only one patient. Slow improvement over 4 weeks occurred in the other 3 patients. Children born to these women developed normally, without evidence of congenital defects.
A series of 32 pregnancies in recipients of heart (n=29) and heart-lung (n=3) transplants has also been reported by Wagoner et al. 8 Five fetal deaths resulted from abortions (2 spontaneous and 3 therapeutic), and the incidence of prematurity and low birth weight was 41% and 17%, respectively. Other maternal complications commonly seen included hypertension (44%), preeclampsia (22%), premature labor (30%), worsening chronic renal failure (15%), and maternal infections (15%). All 29 children were reported in good health, and no evidence of fetal anomalies was observed. Routine surveillance for rejection with endomyocardial biopsy specimens identified 6 patients (22%) with at least 1 episode of rejection during pregnancy. All of these episodes were successfully treated by altering dosages of standard immunosuppressants.
To our knowledge, no cases of pregnancy after isolated lung transplantation have been reported in the medical literature, and very limited experience exists in the United States. In the United Kingdom, however, several lung transplant recipients have become pregnant. In this small group of patients (n=6), maternal complications were common, including significant loss of lung function (n=2), death (n=1), and need for retransplantation (n=1) (personal communication, D. Parry, MD; December 1995). Since invasive procedures were considered to carry considerable risk in these patients, a histologically proved etiology for the decline in lung function was not determined. The information one can give to women who have become pregnant, or are contemplating this, is significantly limited by this information void.
In the case presented, our patient had good lung function for the first 2 years after transplantation, despite episodes of acute rejection and CMV infection in the early postoperative period. Twenty-four months after transplantation, the patient became pregnant, suffered from hyperemesis gravidarum, and was unable to maintain adequate cyclosporine levels. The patient then developed acute rejection, which responded quickly to appropriate treatment with high-dose corticosteroids. A therapeutic abortion was performed be-cause the hyperemesis precluded adequate immunosuppressive therapy. Two veeks later, however, dyspnea and cough returned suddenly, and the diagnosis of OB was made clinically and confirmed histopathologically. A The presence of a heightened immune response after pregnancy resulting in "rebound rejection" has been postulated, but a clear association betwveen chronic rejection and pregnancy has not been noted in other organ transplants.
The temporal association in this biopsy specimen-proved case of OB 2 weeks after therapeutic abortion is certainly compelling, hoxwever. A hypothesis to explain this association may be through immunologic stimulation after the presentation ofpaternal antigens during either delivery or abortion. One may speculate that the incidence of rejection after kidney or liver transplantation is underestimated, because these patients do not have biopsies routinely to diagnose this entity, even xvhen the renal or hepatic graft function has decreased in the peripartum period. Of note, a 22% incidence of acute rejection during pregnancv in heart transplant recipients, in whom routine surveillance biopsies are performed, was noted in the case series bx XW agoner et al.'
In summary, this case demonstrates a xvoman whose pregnancy led to acute and chronic lung rejection and irreversible loss of lung function. One might predict, based on experience gained in other organ transplant recipients, that pregnancy after lung transplant would lead to an increased incidence of maternal and fetal complications. Pooling of results across all lung transplant centers xvould certainly be helpful in clarifying the risks and outcomes of pregnancy after lung transplantation. Until this is done, advice to potential mothers must reflect the risks reported in the literature, as xvell as a large degree of predictive uncertainty in treating lung transplant recipients xvho become pregnant.
